National Institute for Health & Clinical Excellence 

STROKE
Consultation – 10 January – 6 March 2008

Stakeholder Comments

Please use this form for submitting your comments to the Institute. 

1. Please put each new comment in a new row.  

2. Please do not paste other tables into this table, as your comments could get lost – type directly into this table.

3. Please fill in the document you are commenting on in the second column, for example, the Full version or NICE version Please insert the section number in the 3rd column (see examples). If your comment relates to the document as a whole, please put ‘general’ in this column.  Please refer to section numbers and not page numbers. 

	Name:  Dr Ruth Kent, Senior Lecturer/Consultant in Rehabilitation Medicine, Pinderfields Hospital, Wakefield


	Organisation:

British Society of Rehabilitation Medicine


	Comment No
	Document.

Indicate if you are referring to the 

Full version, or NICE version.
	Section number

Indicate section number or ‘general’ if your comment relates to the whole document


	Comments

Please insert each new comment in a new row.

	
	
	
	

	1
	Full
	General
	The BSRM welcomes the acute stroke guidance. We understand that the scope of the document is concerned with the acute medical interventions for stroke, which have been employed in well designed trials, and for which a strong evidence base exists.  Our response would wish to highlight the importance of other concurrent aspects of care in such an acute unit, and also immediately afterwards, which will allow these improvements in interim outcomes to be fully realized in terms of meaningful long term improvements in reduction of disability and maximum quality of life for stroke survivors. 



	2
	Full
	7.1.1/General
	We see that the proposed improvement in the acute stroke care will increase the number of survivors of stroke and reduce the secondary damage which may accrue from such an event. We suggest that this will substantially increase the number of the population who will have good potential for recovery and long term survival. At the end of such acute treatment a patient’s ability may be regarded as potential, as more robust long term outcomes such as dependency, return to economic activity and institutionalization depend also on the realization of this potential. The WHO in its international classification of function defines the interaction between a disease state, its effects on structure and function, activity limitation and participation restriction, and how this is not always a direct path but influenced by modifying and mediating factors, it is the role of rehabilitation to make sure that by maximising potential and modifying these factors a truly good outcome can be obtained. 

As survival from acute care increases this will increase the demand for high quality rehabilitation services.  For those who have survived the initial stroke, moving on is essential both for themselves and in order to maintain the integrity of service. Unless pathways are in place to move individuals through the services, this will restrict access to the acute beds.   

Even with effective acute care, many stroke survivors will experience significant impairment following the acute event and will benefit from timely rehabilitation in order to maximise their potential for recovery. Others will survive their stroke where they might not have before the advent of such organised care, and will remain substantially disabled. This is analogous to the issues surrounding the survival of special care babies, and recipients of intensive care services. People who are left with a disability will require the   attention of rehabilitation services to provide safe and timely discharge from hospital and subsequent long term access to services which will prevent long term complications from disability. 



	3
	Full
	General
	Requirement for accurate diagnosis of neurological disabilities and of Rehabilitation Potential
We recommend that rehabilitation needs are always held in mind along the whole length of the stroke pathway, and that rehabilitation principles are observed.  Although we appreciate that the NICE guidance is confined to acute care, we recommend specific recommendation to be included to mandate the provision of skilled rehabilitation assessment, including assessment by doctors with skills in the area of rehabilitation of stroke patients as early as survival is established.  We would like the guidance to specify the entitlement of all stroke survivors to full multidisciplinary team   treatment within organised services. We would point out that such an approach is mandated in the Government’s National Service Framework for Long Term Conditions, and also in the Government’s recent Stroke Strategy. 

We recommend that the guidelines reflect the importance of the early identification of rehabilitation needs and recognize the potential improvement in outcomes which can be achieved by timely input of rehabilitation of sufficient intensity

	4
	Full
	11.1/10.2
	We are pleased that early mobilisation has been included, along with identification of swallowing problems.

	5
	Full
	General
	We would also wish for guidance to reflect the need for rapid attention to preventable physical, behavioural or neuropsychological complications of stroke, as well as the medical ones which have been well covered.  This includes, but is not exclusively covered by issues of pain, mood, contracture, spasticity, and adequate attention to posture, seating, inattention management, rapid attention to behavioural and cognitive difficulties and  problems of adjustment of both patient and their close family.



	6
	Full
	General
	Many of the outcome measures which are used in stroke trials do not cover the nuances of high quality of life following stroke. We also feel that even those people who have a good physical recovery would have further needs for vocational and social support, return to fitness and economic activity. Therefore the recommendation for expert assessment after leaving an acute stroke service is equally important for all groups irrespective of level of disability. 

	7
	Full
	General
	The BSRM as a professional organisation would specifically like to make the following points which summarize our position.  

The BSRM feels that Rehabilitation Medicine (RM) has a vital role to play in the immediate and long term needs of individuals who have sustained  stroke. We would emphasize the substantial role that RM specialists contribute to stroke services, and also the important role we play to identify, champion and maintain expertise within community teams, including early stroke discharge teams and community teams.



	8
	Full
	General
	One area where RM physicians have particular expertise is with Younger stroke survivors who have particular needs and indeed high expectations of a good quality of life following survival from stroke. This includes vocation:  indeed they are likely to be in a position where other people may be economically dependent on them, and they may have other social roles including parenting.   



	9
	Full
	General
	BSRM believes that there is no single model which will fit all stroke patients along the whole course of their illness trajectory. We would point out that in the North West effective referral pathways have been established so that those who have been identified as being best served in Neurological Rehabilitation Units are readily identified. This may particularly include those below the age of 40, those with good physical recovery, but ongoing cognitive problems or dysexecutive syndrome., or people with very severe disability for instance the “locked in Syndrome”, which will require very careful and expert planning to ensure timely and safe discharge with the access to specialist skills such as communication aids, environmental control systems and integrated assistive technology.


	10
	Full
	General
	We would be concerned if commissioners treated stroke as a strictly homogeneous condition with services which were dominated only by the considerations of acute care, rather we would prefer a network of specialties and services which would collaborate to provide seamless service which were commissioned together.  



	11
	Full
	General
	BSRM would like to draw the Development Group’s attention to the following references:
1. Kwakkel, G et al (1999).  Intensity of leg and arm training after primary middle cerebral artery: a randomised trial.  The Lancet, 354, 191-96.

2. The International Classification of Functioning, Disability and Health (ICF) Core.  Stucki and Cieza Ann Rheum Dis. 2004; 63: ii40-ii45.
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	3. www.dh.gov.uk/en/Healthcare/NationalService
Framework/Longtermconditions/index.htm
4. www.dh.gov.uk/en/Publicationsandstatistics/
Publications/PublicationsPolicyAndGuidance/
DH_081062
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